confidentiality about all patients. We should stand more absolute than that. But that again stems from the publicpolicy aspect of this new proposed oath. The motives underlying some of these proposals may seem unexceptionable to some; yet it is surely contemplated by the BMA that the revision should be subscribed to by all. Can social medicine currently be driving BMA policy? Let us trust not.
Although there is much in the BMA's proposals that conforms to the traditional Oath, alas much is extra. The drafters have failed to understand what Nittis8 made plain: the 'intention [of the Oath] . . . was not to regulate the conduct of the members of the profession in all its particulars but rather a general attempt at the expression of an ideal'. The Hippocratic Oath is a piece of medical history which still contains much pertinent wisdom. Clearly, a modern medical oath would have to take note of today's much greater medical awareness among patients and their much greater right to be told about their illnesses and to be consulted about their treatment. The need for informed consent would be included. The BMA's draft acknowledges these things; but all lie within the spirit of the Hippocratic original. I venture that medical students and doctors, young doctors at any rate, are already well aware of them. Up-todate practice in these respects does not require that we should rewrite history. 'This book has been researched and compiled in unusually difficult circumstances imposed by medical regulations concerning publicity.
In particular, these regulations have prevented the doctors named in this book from being able to check their own entries.'
When I look back at the introductions to the first two editions of the Good Doctor Guide, published in 1989 and 1993, the words 'sabotage', 'blackmail', and 'skullduggery' spring to mind. Not only were the editor and publishers threatened with dire consequences if the first edition went ahead, once word got out that it was due for publication; in addition the unnamed specialists who had contributed as referees were threatened with professional ostracism if their identities were ever revealed. The heinous crime they had committed was to answer two straightforward questions:
To which of your colleagues would you refer a close relative and for what?
To which of your colleagues would you turn for a second opinion, when you wanted to discuss the diagnosis of one of your own patients?
The result, in this third edition, is a listing of 1000 doctors in England, Scotland and Wales who are judged by their peers to be amongst the best in thirty-seven areas of medical expertise.
This time round, the chosen specialists may breathe a collective sigh of relief that they are unlikely to receive an unpleasant message from the General Medical Council (GMC). This is because the GMC made a landmark decision at the end of last year that, in future, consultants should be allowed to advertise their services. The announcement was greeted by howls of protest from the British Medical Association (BMA) and the Royal College of Surgeons. The BMA's line has long been that the best judge ofwho patients should see is the general practitioner (GP). What's wrong with that, you may ask? The role of GP as gate-keeper is widely acknowledged as one of the best things about the National Health Service (NHS) . The straight answer is that many GPs are as much in the dark as the rest of us. In a recent survey of every acute trust in one region, the College of Health found that half provided their GPs with information about consultants' special interests some in glossy brochures including helpful information about referral protocols, some in a single sheet of photocopied typescript. The other half provided no information at all.
The Royal College of Surgeons has been equivocal. Those of us who have been campaigning for a specialist glasnost, so that patients can make decently informed choices about where to entrust their own bodies, have become somewhat sceptical. As George Orwell might have put it, 'all surgeons are equal, but some are more equal than others'. I have a rich file of cuttings from peer reviewed journals in which acknowledged experts make the point pretty unequivocally: ' Recent evidence suggests that a more active vascular service practice results in a lower rate of amputations with huge potential savings in morbidity and costs2.' 'A high volume of a procedure in a hospital not only yields economies of scale, it results in lower rates of postsurgical mortality 3' and complications 'The more complex operations have a high risk of complications and should only be performed by highly trained and experienced surgeons. Nevertheless the majority of trauma caused by the laparoscope leading to medico-legal problems, occurs during simple 4' surgery ' A surgeon who performs a specific operation once or twice a year is unlikely to be as experienced, and therefore as competent, as a surgeon who performs the same procedure 30 times a year'
The last comes from the Senate of the Royal Surgical Colleges, which also declared that the rarest operations should be performed only in specialist centres. Unfortunately for patients, they neglected to say where information about these might be found possibly because their GPs would be sure to know! Nor is it just in the medical publications that this message is increasingly being put across. As a patient advocate and consumer journalist, I have interviewed a great many specialists in the course of writing articles about particular conditions and their treatment. The message is invariably the same: get referred to an expert. If you need a hip or knee replacement revision it is important to go to someone who specializes in revision operations. Indeed, if you had gone to someone who specialized in hip rather than knee replacement or vice versa in the first place, you might not have needed a revision at all. If you are having an elective aneurysm repaired, you would be foolish not to get yourself referred to a vascular surgeon, rather than a general surgeon. If you have breast cancer, would you really want to be referred to a surgeon whose main interest is colorectal cancer or even urology?
The answers to all these questions seem to me selfevident. The whole question of advertising is a red herring. I no more believe that consultants are going to be transformed into self-seeking touts by the recent GMC decision than I did that their GP colleagues would when the Monopolies and Mergers Commission decided that they could advertise back in 1988. What patients need is straightforward information about consultants' training, qualifications and special interests as set out in the NHS Executive's Code of Practice on Openness in the NHS in 19955. In an ideal world it would also include information relating to volume and outcomes. Such information would be available before asking your GP for referral to 'a consultant acceptable to you', as the Patient's Charter puts it.
As things are at present, the sort of advice given by wellmeaning medical experts in consumer magazines is that you should wait until the consultation and ask the surgeon how many operations of your particular sort he or she does a year, and what the complication rates are. As both a professional consumer, who has interviewed hundreds of patients as well as doctors, and a real patient, I can only say, 'try doing that when you're on your own, half naked and have just been told that you have a life-threatening condition'. It isn't always that easy to ask the doctor.
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